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Objective: To obtain knowledge of patients’ experiences of postoperative symptoms during the initial two weeks
following fast-track colonic cancer surgery.
Method: Semi-structured in-depth interviews with seven colonic cancer patients two weeks post hospital discharge.
Analysis was performed using a phenomenological hermeneutical approach.
Results: During the first two weeks after discharge the patients experienced unfamiliar symptoms that affected
their everyday lives. Despite distressing symptoms, they applied a “wait-and-see” strategy, and only reacted when
symptoms became intolerable. The patients failed to report their unfamiliar symptoms during hospital nurse follow-up
telephone call. While waiting for the final histology patients suffered loss of sleep and chaotic thinking, and experienced
ambiguity of hoping for the best and expecting the worst.
Conclusion: Although fast-track surgery programmes lead to shorter hospitalisation and improved physical performance,
post-colonic surgery patients experience various symptoms after discharge. Healthcare professionals need to address
symptoms that might have immediate and long-term consequences on patients’ everyday life. Follow-up studies are
encouraged to explore the patient perspective to identify the needs of individual patients after hospital discharge.
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Symptom managementBackground
Implementation of multimodal fast-track programmes
has increased internationally since the concept was in-
troduced in the early 1990s (Kehlet 1997; Ansari et al.
2013). The main components of fast-track surgery are
patient information, surgical stress reduction, pain man-
agement, adequate nutrition and early mobilization
(Kehlet and Dahl 2003; Fearon et al. 2005). The fast-
track colonic surgery programme comprises: a preopera-
tive consultation including patient information and a
cancer diagnosis, short-term hospitalization with surgery
and post-surgical care, post-discharge follow-up phone
call by hospital nurse, and outpatient consultation two* Correspondence: marianne.krogsgaard@regionh.dk
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reproduction in any medium, provided the origweeks after discharge including the final histology that
indicates the need for further treatment.
After the introduction of standardised evidence-based
colonic cancer surgery, the hospital length of stay has
been reduced from 8–12 days in conventional elective
resections, to 2–3 days in fast-track programmes, with-
out an increased readmission rate (Wind et al. 2006;
Kehlet 2008). The resulting early discharge leaves pa-
tients to handle their postoperative symptoms and a can-
cer diagnosis without professional assistance (Kehlet and
Mogensen 1999; Basse et al. 2001; Fearon et al. 2005).
Postoperative symptoms such as pain and fatigue are fre-
quently reported, but difficulties involving anxiety, lack
of sleep, nausea, and altered bowel function are also re-
ported within the first two weeks following colonic sur-
gery (Henriksen et al. 2002; Zutshi et al. 2005; King
et al. 2006; Mohn et al. 2009; Wennstrom et al. 2010;
Kahokehr et al. 2011).s is an Open Access article distributed under the terms of the Creative
mmons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
inal work is properly credited.
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of symptoms in cancer patients, increasing their need
for optimal communication and preparatory information
regarding treatment-related symptoms (Bennion and
Molassiotis 2013). One of the key features of fast-track
surgery is the provision of extensive preoperative infor-
mation preparing patients for active participation in the
multimodal regimen of treatment and care to meet se-
lected goals for early discharge and resumption of
normal activities after discharge (Kehlet 2008). More
knowledge is needed into the patient perspective to
provide optimal care. The aim of the study was to obtain
knowledge of patients’ experiences of postoperative symp-
toms during the initial two weeks following fast-track co-
lonic cancer surgery.
Methods
The study is a qualitative phenomenological hermen-
eutic study based on semi-structured interviews with
cancer patients participating in a fast-track surgery
programme. To study the patient’s experiences of every-
day life we used a semi-structured interview guide with
open-ended questions (Kvale and Brinkmann 2009). In-
terpretation of the interview text is based on Lindseth
and Nordberg’s (Lindseth and Norberg 2004) phenom-
enological hermeneutic approach which builds upon the
French philosopher Paul Ricoeurs’ theory of interpret-
ation (Ricoeur 1973b). Ricoeur stated that “what is to be
interpreted in a text is what it says and what it speaks
about” (Ricoeur 1973a). The researcher seeks to explain
and understand the meaning of life experiences as told
by participants. According to Ricoeur interpreting a text
means seeing something new in what is already taken
for granted, and disclosing a sort of being-in-the-world
(Ricoeur 1973a).
Participants
The sample included seven colonic cancer patients par-
ticipating in a fast-track surgery programme at a Danish
University Hospital. The study was conducted at the
Digestive Disease Center where fast-track programmes
have been practised for the past 10–12 years. Inclusion
criteria were patients with cancer, who had undergone
fast-track colonic resection without colostomy and dis-
charged from the hospital by the 4th postoperative day.
This criterion was selected pragmatically. Although the
median length of stay is three days, 48% of patients
are discharged on the 4th postoperative day or later
(Stottmeier et al. 2011). Exclusion criteria were inability
to read, write or speak the Danish language and residence
on the Island of Bornholm due to time-consuming trans-
portation. Seven patients were consecutively recruited
the day before or after surgery from February to April
2012. Of twelve consecutive eligible patients, five wereexcluded: four from Bornholm and one male that refused
participation.
Participant characteristics are presented in Table 1. All
but one patient had laparoscopic surgery, none of the
participants received nursing care at home, and none
had children living at home. Physical performance im-
proved from discharge to two weeks postoperatively,
with one patient able to carry out all pre-operative activ-
ities without restriction (Eastern Cooperative Oncology
Group, ECOG = 0) within two weeks postoperatively. At
discharge, patients were provided with direct unit tele-
phone numbers and were encouraged to contact the
nurses if they had questions or concerns. Usual care in-
cluded a follow-up phone call by the hospital nurse one
to two days after discharge.
Data collection
Eligible patients were introduced to the study by the
study nurse (MK), who was not already known to the
patients. Written informed consent was obtained during
hospitalization and patients were later contacted for
interview appointment by telephone (MK). Interviews
were conducted at the location selected by the partici-
pants, being in their own home (n = 4), in a private room
at the hospital (n = 2) or at the workplace (n = 1). The
seven patients that consented to participate were already
enrolled in our on-going quality of life study at the hospital
using the self-reported questionnaire European Organisa-
tion for Research and Treatment of Cancer Quality of life
Core 30 (EORTC QLQ-C30). Scores regarding symptom
distress one and two weeks postoperatively were included
in the last segment of the interview to prompt patients’
memory in the present study. Patients’ physical perform-
ance was scored using ECOG performance status at dis-
charge and at the time of interview (Oken et al. 1982). The
semi-structured interviews were conducted two weeks
postoperatively by the first author (MK), had an average
length of 64 minutes (range 38–83 min) and were tran-
scribed verbatim.
A semi-structured interview guide with open-ended
questions explored how patients resumed everyday life,
including their views on information provided by profes-
sionals regarding symptoms, and their own symptom ex-
perience and coping strategies. We posed open-ended
questions such as: “What was important to you in order
for you to resume everyday life?” and “How did you ex-
perience symptoms? Each interview started with a broad
question letting the informant speak freely, e.g. “Tell me
about your first day at home after discharge”. This
allowed for unexpected experiences to emerge (Kvale
and Brinkmann 2009). To enhance trustworthiness the
interviewer was an open and attentive listener and avoided
interpretations during the interview. To ensure reliability,
transcription was carried out verbatim by the interviewer,
Table 1 Participant characteristics












Female 55 yes 2 2 1 14 yes Working
Female 59 yes 2 2 1 12 no Working
Female 64 no 3 3 1 14 no Retired
Female 74 yes 2 2 1 13 no Retired
Female 79 no 3 2 1 15 yes Retired
Male 82 yes 2 2 0 14 no Retired
Male 82 yes 2 2 1 14 no Retired
ECOG = The Eastern Cooperative Oncology Group Performance. ECOG score from 0–5 (0 = fully active, 5 = death).
Adjuvant treatment = Chemotherapy starting 2–3 weeks postoperatively. Discharge day* = days after surgery. Day of interview** = days after surgery.
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jective interpretation.
Ethical considerations
The patients were introduced to the study by the first
author (MK) on the day of admission and were given
24 hours to consider participation. The patients received
written and verbal information on the purpose of the
study, including the right to withdraw from the study
and assurance of confidentiality according to the basic
principles for research stated in the Helsinki Declaration
and Northern Nurses federation (Northern Nurses’ Fed-
eration (NNF) (2003)). The study was registered at the
Danish Data Protection Agency (j.no.2012-41-0160).
Data analysis
Influenced by Ricoeurs interpretation theory Lindseth
and Nordberg argue for an in-depth analysis of text
using a dialectic method on three levels (Lindseth and
Norberg 2004). Several other nurse researchers have ap-
plied this method of analysis and subscribe to explicit
principles for the analysis (Kouwenhoven et al. 2012;
Wenstrom et al. 2012; Dellenmark-Blom and Wigert
2013). Based on these views, our analysis was performed
on three levels: naïve reading, structural analysis, and
critical analysis and discussion. Naïve reading is the first
impression of the interview text as a whole, achieving
an immediate understanding of the content. Structural
analysis is carried out on three levels: “what is said”
(quotes), “what the text speaks about” (meaning), and
finally, the text is structured into main themes and sub-
themes (interpretation). In critical analysis, the interpret-
ation continues with a discussion of findings in a dia-
lectic pattern between explanation and comprehension
achieved by relating to the naïve reading, the validated
themes, and external literature relevant for the topics.
This “final act of comprehension” is used to argue in
favour of one or several suitable interpretations of the text
(Ricoeur 1973b).In our study, the findings emerged through analysis and
interpretation among a group of qualitative investigators
discussing the relationship between the parts and the
whole text, increasing the credibility and trustworthiness of
our findings (Lindseth and Norberg 2004; Polit and Beck
2012). Selected quotes from participants are presented to
allow the reader to judge interpretations and add credibility
to the analysis. Data were managed using the qualitative
computer software package NVivo version 9.0 (QSR
international Pty Ltd., Victoria, Australia), which created




The naïve reading was our initial spontaneous impres-
sion of how the patients experienced postoperative
symptoms expressed as a meaning of the whole. After
discharge, patients experienced their symptoms as un-
familiar, causing worry or doubt and affecting everyday
life. Despite difficulties in interpreting symptoms, the
patients did not contact the hospital. They relied on
their everyday experiences and their relatives to relieve
symptoms. The patients actively regained control over
usual daily activities despite experiencing persistent or
sudden symptoms that limited activity. Psychological re-
covery was a considerable part of convalescence; the
cancer diagnosis stunned the patients and caused them
grief. While waiting for the final histology, they experi-
enced lack of sleep and chaotic thinking. Waiting was
described as a time of uncertainty, affecting everyday life
and recovery. Patients experienced ambiguity as they
hoped for the best and prepared for the worst.
Structural analysis
The structural analysis entailed interpretation of the text
in dialectic movements between quotes and the inter-
preted meaning (Table 2). The analysis resulted in two
main themes and their sub-themes (Table 3).
Table 2 Example of structural analysis
Direct quote Meaning Interpretation
“What is said” “What the text speaks about” Main theme: symptoms
permeate daily life
It really is odd that I feel so tired. I wonder what my blood
count is. There may be something wrong, but as my son
said: Mom you are 74, it might just be something ordinary.
At home patients experienced unfamiliar symptoms
causing worry and doubt. Patients interpreted their
symptoms alone or with relatives seeking explanations.
Symptoms cause concern
I kept thinking oh, no… is it a thrombosis or a stroke because
I had sensory disturbances. I wondered if it was stress.
Suddenly I felt a pressure in my stomach and I lost my
appetite. It seemed strange to me, as it ought to be the
other way around; with a lack of appetite first…I thought
that it would soon disappear, so I could start eating again.
I am so skinny.
Sudden or persistent symptoms limited activities in
everyday life. Sudden fatigue required frequent rest.
Symptoms limit activity
During the first week I was suddenly overcome by fatigue
and had to rest for 20 minutes before I could continue
with what I was doing.
The first days at home I did nothing at all because of pain.
I only put on underwear and a sheet to avoid the pain.
We went for a walk, just a short one; I mean we don’t have
to walk for hours as usual. Then I went to bed again and
slept for an hour. Every day I went to bed after breakfast
and again after lunch, I was so tired.
Structural analysis was conducted on three sub-levels: “what is said” (quotes), “What the text speaks about” (meaning), and final structure into main themes and
sub-themes (interpretation).
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Subtheme: daily activities driven by own motivation
Once at home, patients resumed their usual physical
activities like going for a walk, bicycling, shopping,
or returning to work. Some were compelled to return
to daily life, and driven by their impetus to recover,
patients focused on their resources. One woman was
determined to resume her seven kilometre walk to
work:
“I have to be able to walk to work, so I told myself
walk 1000 steps today, 2000 tomorrow… I set goals for
myself…. I have an idea that my willpower is
important. If you are determined to recover, you’ll
recover more easily”. (Female, 55).
Other patients were less determined and proceeded
step-by-step to regain pre-illness level of activity. Rela-
tives had no major influence on the patients’ accomplish-
ment of physical activities, but instead they helped withTable 3 Main themes and sub-themes
Main themes Symptoms permeate daily life Experience of grief
Sub-themes • Daily activities are driven by
own motivation
• Stunned by cancer
diagnosis
• Symptoms limit activity and
cause concern
• Chaotic thinking
• Symptoms are managed by
own experiencesdaily tasks as cooking and shopping. Patients gradually
resumed more demanding activities like doing laundry or
cleaning. They were, however, still physically limited due
to weakness and fatigue.
Subtheme: symptoms limit activity and cause concern
Patients experienced various symptoms such as fatigue,
sleeplessness, loss of appetite, urinary symptoms, lack of
concentration, diarrhoea, scrotal oedema, pain and sen-
sory disturbances. Unfamiliar symptoms caused worry
and doubt about cause, duration and consequences. As
one patient said:
“Suddenly I felt pressure in my stomach, and I lost my
appetite. It seems strange to me, as it ought to be the
other way around, losing my appetite first… I expected
it to disappear, so I could start eating again. I am so
skinny”. (Female, 79).
Difficulty in recognizing common postoperative symp-
toms caused anxiety and some patients started suspect-
ing cancer and speculated whether the tumour had been
removed:
“… the diarrhoea I had to endure the first week took
its normal course. By the second week I found it very
troublesome, very. The irregularity of my bowel
movement was the reason I saw a doctor in the first
place. Therefore I worried whether they got it all
[tumour] out?”. (Male, 82).
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symptoms. Some patients waited for the bowel function to
normalize, applying a “wait-and-see” strategy. They consid-
ered contacting the hospital, but refrained because they be-
lieved symptoms were temporary and they wanted to avoid
causing concern in the family. A woman with untreated
cystitis for two weeks said:
“…Well, I didn’t think that it was anything worth
calling about. Now I remember the nurse telling me,
don’t call if you have a swollen finger. Then I thought,
is a bladder infection worth calling about? I just
waited until Monday [outpatient appointment]”.
(Female, 79).
During a follow-up call from the hospital a few days
after discharge the patients did not mention their symp-
toms. One patient in particular told the nurse that he
was doing well, although he had uncomfortable symp-
toms. Symptoms limited activities in everyday life and
the patients responded when they reached their physical
limit, e.g. being overcome by fatigue, in persistent pain,
or needing sleep. As a consequence daily walks were cut
short and other activities such as cooking and cleaning
were avoided.
Sub-theme: symptoms are managed by own experiences
Patients were concerned about their symptoms and
sought information on the Internet, consulted their rela-
tives, or relied on their own experience. A woman suf-
fering loss of appetite said:
“…my son recommended…a certain chocolate bar.
He said, go buy some and cut them into small
bites and eat them. Well, it might be a good idea”
(female, 64).
In some cases lack of knowledge of a symptom led to
disagreement between the patient and family regarding
when to call the hospital. The reason to avoid calling
could be fear of the consequences or just not wanting to
disturb the nurses. A woman that lived alone had a
friend staying for the week and said:
“One day I felt really bad, and my friend said contact
them [the unit]. I said, forget it. She wanted me to call
them. I told her no, come on, I’ll go to bed, there is no
need to disturb them”. (Female, 64).
Main theme: experience of grief
Sub-theme: stunned by cancer diagnosis
Although the patients still did not have a final hist-
ology, they were stunned by the cancer diagnosis. The
patients described their trajectory from perfect health,to awareness of body changes, and to obsessing about
a tumour:
“Normally I feel that I am very much in touch with
my body and listen to the signals it sends me. That is
why it came as such a shock that I had a tumour”.
(Female, 59).
Immediately after the medical examination some pa-
tients were unprepared and shocked by being diagnosed
with a tumour, while others had a notion it might be
cancer. The patients grieved the loss of their prior life
before the possible cancer:
“When I think of March 10th in the morning, afternoon
and part of the evening, I was blissfully unaware. Then
I’m reading the paper to see what’s on television and
all of a sudden I have to go to the toilet again, and
then it doesn’t matter anymore what’s on TV. I knew
something was seriously wrong”. (Female, 79).
Sub-theme: chaotic thinking
While waiting for the pathology report, patients won-
dered whether the surgery had cured them. Ambiguous
and chaotic thoughts balanced between hoping for the
best and preparation for the worst:
“I’ve had extreme reflections and questions like: What if I
die? How will I endure a difficult treatment as chemo
[therapy] or surgery? What will happen?”. (Female, 59).
Some chose not to think or talk about their concerns,
while others discussed their situation with relatives. Pa-
tients were more open with other cancer survivors who
understood their situation. While waiting for biopsy re-
sults patient reactions were described as: “my mind was
spinning”, “lying awake at night” or “difficulty finding
myself”. Anxiety forced patients to find ways to distract
their attention:
“I’ve been anxious about the result. I’ve never watched
that much television as in the past week to divert my
thoughts”. (Female, 64).
Discussion
This study aimed at obtaining knowledge of patients’ ex-
periences of postoperative symptoms during the first
two weeks following fast-track colonic cancer surgery.
Our main findings were that symptoms persisted and af-
fected the everyday lives of patients after returning home
from the hospital, and that the patients experienced grief
as they lost their former life without cancer.
What sets this study apart from studies of conven-
tional treatment is the fact that patients are discharged
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context of daily life at home. Our study showed that pa-
tients needed to resume their normal activities and that
they were driven by their own motivation. Resuming a
familiar lifestyle is in accordance with other descriptions
of postoperative recovery, demonstrating the importance
of regaining control over habitual physical and social
functioning, when returning to preoperative levels of
independence (Allvin et al. 2007). The patients in our
study succeeded in resuming everyday activities despite
an array of worrying and uncomfortable postopera-
tive symptoms. Bandura argues that a strong sense of
self-efficacy is created through mastery of experiences
(Bandura 1994); thus we assume it is important that health
professionals encourage patients to resume familiar activ-
ities in the postoperative recovery process.
Patients in our study experienced diverse symptoms.
While pain, fatigue and changes in bowel function are
well described, other symptoms like oedema, concentra-
tion difficulties, sleeplessness and sensory disturbances
are sparsely reported and might be under-studied. The
experience of unfamiliar symptoms is in accordance with
other studies of fast-track and conventional colorectal
surgery (Blazeby et al. 2009, Barthelsson et al. 2008;
Wennstrom et al. 2010; Jonsson et al. 2011). We assume
that the symptoms were less upsetting to the patients
when they were experienced in hospital during conven-
tional surgery programmes where experienced staff was
available.
In other populations, such as cardiac surgery, patients
have reported symptoms that were not recorded in the
standard questionnaires (Savage 1999). This demonstrates
the importance of qualitative studies that inform clinicians
and questionnaire developers of known and unknown
symptoms that impact everyday life.
In our study, most symptoms were experienced as in-
determinate or uncharacteristic and led to a “wait-and-
see” strategy. According to Leventhal et al. (1997), weak
or ambiguous symptoms are difficult to interpret and
lead to longer assessment and delay in reporting symp-
toms (Leventhal et al. 1997; Leventhal et al. 2001). We
assume this might explain why patients failed to handle
symptoms in accordance with preparatory information,
such as when to contact the unit if symptoms of urinary
tract infection or diarrhoea arise. Some studies show
that patients contact the hospital before the next sched-
uled appointment; however the symptoms reported are
not clearly described in these studies (Norlyk and
Harder 2011; Taylor and Burch 2011). In spite of worry
and doubt regarding symptoms the scheduled outpatient
appointment in the fast-track programme reassured pa-
tients and served as a time frame for patients needing
professional assistance regarding symptoms. Consequently,
short-term impact of the experienced symptoms seemed ofminor importance. However other studies have found that
5–6% of patients are readmitted on the 5th postoperative
day after fast-track colonic cancer surgery (Stottmeier et al.
2011; Delaney et al. 2012) due to e.g. vomiting, urinary
tract infection, bleeding and ileus (Stottmeier et al. 2011).
Thus a “wait-and-see” strategy might be unsuitable for pa-
tients who are scheduled for follow-up appointments after
two weeks.
According to Fearon et al. (2005) early discharge in
fast-track programmes implies more active supervision
of the patient when at home to ensure the patient is well
(Fearon et al. 2005). Telephone contact is one way to ac-
cess the patient’s situation. In our study patients failed
to report their symptoms to the nurse during telephone
follow-up, but they did, however, discuss their symptoms
with relatives. Other studies have described these find-
ings (Leventhal et al. 1997; Norlyk and Harder 2011)
and it might be inferred that telephone follow-up is in-
adequate (Bennion and Molassiotis 2013). Patients need
information to recognize symptoms that require medical
attention (Bennion and Molassiotis 2013) and Cox and
Wilson (2003) argue that the knowledge and skills of
nurses are essential for assistance in telephone follow-ups
(Cox and Wilson 2003).
According to our findings, it is important that profes-
sionals encourage patients to report both expected and
unfamiliar symptoms during follow-up. When symptoms
are ambiguous and diffuse, the follow-up nurse needs to
explore the patient experience in a systematic manner.
Further, exploring which symptoms the patient has dis-
cussed with relatives might improve patient openness in
symptom reporting. However evidence is still lacking
as to the best time, structure and method to conduct
follow-up telephone calls (Mistiaen and Poot 2006; Cusack
and Taylor 2010). Patients in our study discussed persistent
symptoms at the outpatient appointment and were treated
for urinary tract infection and diarrhoea. However if recog-
nized at telephone follow-up unnecessary symptom dis-
tress might have been avoided.
The patients in our study were satisfied with the
preparatory information and regarded the discharge infor-
mation they received about common symptoms as ad-
equate and relevant. It was reassuring to know that the
unit could be contacted at any time for expert advice and
support. However, once at home even expected symptoms
were difficult to interpret and cope with, such as diar-
rhoea, fatigue and loss of appetite. When unable to use
the information, patients relied on their everyday experi-
ences and relatives as described in other studies (Williams
2008; Pedersen et al. 2012; Norlyk and Martinsen 2013).
We assume that information given in our study was
too general to accommodate the individual patients and
their symptoms. Preparatory information might reduce
distress (Bennion and Molassiotis 2013) but individualized
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(Fredericks et al. 2009). With this in mind, patients’ prior
experiences should be incorporated in the preparatory in-
dividualized information provided by nurses. Even though
there is limited time available due to short-term hospitali-
zations in fast-track programmes, preparing the patient for
post-discharge recovery by rehearsing matters of import-
ance regarding symptom management could promote pa-
tient self-efficacy.
The patients in our study were vulnerable during the
diagnostic phase and after discharge. At home, awaiting
results from the biopsy, life was kept “on hold”, as also
described by Giske et al. (2009). Psychological recovery
was an important part of the postoperative recovery
in our study. The vulnerability and distress appeared
to affect the patient perception of and response to
symptoms and must be taken into account. As post-
operative recovery is an energy-consuming process in-
volving physical, psychological, social and habitual
functions (Allvin et al. 2007), the process does not only
include physical symptoms as described in fast-track
information.
Study limitations
The transferability of this study is limited to the context
of fast-track colonic cancer surgery and to contemporary
conditions as regimens change over time. Variation in
gender, age and marital status might have broadened the
findings, but the timing of the interview and the in-
depth patient perspective complement and nuance the
existing knowledge about patients’ perceptions of post-
operative symptoms after discharge after fast-track colonic
surgery. As a consequence of our criteria to exclude pa-
tients discharged after four days we have limited the scope
of the study. Knowledge about these patients might inform
clinical practice and future studies in fast-track colonic
surgery.
Conclusion
Although fast-track programmes lead to shorter hospi-
talisation and improved physical performance in patients
undergoing colonic surgery, the patients still experience
a variety of ambiguous symptoms during the first two
weeks following surgery. The symptoms described in
our study are not all covered in the preparatory infor-
mation for fast-track colonic surgery. Healthcare pro-
fessionals need to address symptoms that might affect
the patients’ everyday life after hospital discharge. Future
studies are encouraged to explore the patient perspective
to identify the needs of individual patients after hospital
discharge.
Competing interests
The authors declare that they have no competing interests.Authors’ contributions
MK is the primary author and was responsible for the drafting of the manuscript.
MK, PD and MJ were responsible for the study conception and design. MK, PD,
MJ and IE made critical revisions to the paper. IE supervised the study. All authors
read and approved the final manuscript.
Author details
1Digestive Disease Center, Bispebjerg Hospital, Copenhagen University
Hospital, Bispebjerg Bakke 23, DK-2400 Copenhagen, NV, Denmark. 2Faculty
of Health, Aarhus University, Noerrebrogade 44, building 21,1, DK-8000
Aarhus, Denmark. 3Aarhus University Hospital, Department of Anesthesia and
intensive Care Medicine, Noerrebrogade 44, building 21,1, DK-8000 Aarhus,
Denmark. 4University of Copenhagen, Faculty of Health and Medical
Sciences, Blegdamsvej 9, DK-2100 Copenhagen, Denmark. 5Copenhagen
University Hospital Rigshospitalet, Trauma Centre, Blegdamsvej 9, DK-2100
Copenhagen, Denmark. 6The University Hospitals Centre for Health Research,
Rigshospitalet, Ryesgade 27, DK-2200 Copenhagen, N, Denmark.
Received: 2 January 2014 Accepted: 13 May 2014
Published: 2 June 2014
References
Allvin R, Berg K, Idvall E, Nilsson U (2007) Postoperative recovery: a concept
analysis. J Adv Nurs 57(5):552–558. doi: 10.1111/j.1365-2648.2006.04156.x
Ansari D, Gianotti L, Schroder J, Andersson R (2013) Fast-track surgery: procedure-
specific aspects and future direction. Langenbecks Arch Surg 398(1):29–37.
doi: 10.1007/s00423-012-1006-9; 10.1007/s00423-012-1006-9
Bandura A (1994) Self-efficacy. In: Ramachaudran V (ed) Encyclopedia of human
behavior. Academic, NewYork, pp 71–81
Barthelsson C, Anderberg B, Ramel S, Bjorvell C, Giesecke K, Nordstrom G (2008)
Outpatient versus inpatient laparoscopic cholecystectomy: a prospective
randomized study of symptom occurrence, symptom distress and general
state of health during the first post-operative week. J Eval Clin Pract
14(4):577–584. doi: 10.1111/j.1365-2753.2007.00920.x
Basse L, Jakobsen DH, Billesbolle P, Lund C, Werner M, Kehlet H (2001) Accelerated
rehabilitation after colon resection. Ugeskr Laeger 163(7):913–917
Bennion AE, Molassiotis A (2013) Qualitative research into the symptom
experiences of adult cancer patients after treatments: a systematic review
and meta-synthesis. Support Care Canc 21(1):9–25. doi: 10.1007/s00520-012-
1573-x; 10.1007/s00520-012-1573-x
Blazeby JM, Soulsby M, Winstone K, King PM, Bulley S, Kennedy RH (2009) A
qualitative evaluation of patients’ experiences of an enhanced recovery
programme for colorectal cancer. Colorectal Dis. 1463–1318 (Electronic);
1462–8910 (Linking)
Cox K, Wilson E (2003) Follow-up for people with cancer: nurse-led services and
telephone interventions. J Adv Nurs 43(1):51–61
Cusack M, Taylor C (2010) A literature review of the potential of telephone
follow-up in colorectal cancer. J Clin Nurs 17–18:2394–2405. doi: 10.1111/
j.1365-2702.2010.03253.x; 10.1111/j.1365-2702.2010.03253.x
Delaney CP, Brady K, Woconish D, Parmar SP, Champagne BJ (2012) Towards
optimizing perioperative colorectal care: outcomes for 1,000 consecutive
laparoscopic colon procedures using enhanced recovery pathways. Am J
Surg 203(3):353–355. discussion 355–6, doi: 10.1016/j.amjsurg.2011.09.017
Dellenmark-Blom M, Wigert H (2013) Parents’ experiences with neonatal home
care following initial care in the neonatal intensive care unit: a phenomenological
hermeneutical interview study. J Adv Nurs: . doi: 10.1111/jan.12218
Fearon KC, Ljungqvist O, Von Meyenfeldt M, Revhaug A, Dejong CH, Lassen K,
Nygren J, Hausel J, Soop M, Andersen J, Kehlet H (2005) Enhanced
recovery after surgery: a consensus review of clinical care for patients
undergoing colonic resection. Clin Nutr 24(3):466–477. doi: 10.1016/j.
clnu.2005.02.002
Fredericks S, Ibrahim S, Puri R (2009) Coronary artery bypass graft surgery patient
education: a systematic review. Prog Cardiovasc Nurs 24(4):162–168.
doi: 10.1111/j.1751-7117.2009.00055.x
Giske T, Gjengedal E, Artinian B (2009) The silent demand in the diagnostic phase.
Scand J Caring Sci 23(1):100–106. doi: 10.1111/j.1471-6712.2008.00595.x
Henriksen MG, Jensen MB, Hansen HV, Jespersen TW, Hessov I (2002) Enforced
mobilization, early oral feeding, and balanced analgesia improve
convalescence after colorectal surgery. Nutrition 18(2):147–152
Jonsson CA, Stenberg A, Frisman GH (2011) The lived experience of the early
postoperative period after colorectal cancer surgery. Eur J Cancer Care (Engl)
Krogsgaard et al. SpringerPlus 2014, 3:276 Page 8 of 8
http://www.springerplus.com/content/3/1/27620(2):248–256. doi: 10.1111/j.1365-2354.2009.01168.x; 10.1111/j.1365-
2354.2009.01168.x
Kahokehr A, Sammour T, Shoshtari KZ, Taylor M, Hill AG (2011) Intraperitoneal local
anesthetic improves recovery after colon resection: a double-blinded randomized
controlled trial. Ann Surg 254(1):28–38. doi: 10.1097/SLA.0b013e318221f0cf
Kehlet H (1997) Multimodal approach to control postoperative pathophysiology
and rehabilitation. Br J Anaesth 78(5):606–617
Kehlet H (2008) Fast-track colorectal surgery. Lancet 371(9615):791–793.
doi: 10.1016/S0140-6736(08)60357-8
Kehlet H, Dahl JB (2003) Anaesthesia, surgery, and challenges in postoperative
recovery. Lancet 362(9399):1921–1928. doi: 10.1016/S0140-6736(03)14966-5
Kehlet H, Mogensen T (1999) Hospital stay of 2 days after open sigmoidectomy
with a multimodal rehabilitation programme. Br J Surg 86(2):227–230. doi:
10.1046/j.1365-2168.1999.01023.x
King PM, Blazeby JM, Ewings P, Franks PJ, Longman RJ, Kendrick AH, Kipling RM,
Kennedy RH (2006) Randomized clinical trial comparing laparoscopic and
open surgery for colorectal cancer within an enhanced recovery programme.
Br J Surg 93(3):300–308. doi: 10.1002/bjs.5216
Kouwenhoven SE, Kirkevold M, Engedal K, Kim HS (2012) ‘Living a life in shades
of grey’: experiencing depressive symptoms in the acute phase after stroke.
J Adv Nurs 68(8):1726–1737. doi: 10.1111/j.1365-2648.2011.05855.x; 10.1111/
j.1365-2648.2011.05855.x
Kvale S, Brinkmann S (2009) Interview introduktion til et håndværk. Hans Reizels
Forlag, København
Leventhal H, Benyamini Y, Brownlee S, Diefenbach M, Leventhal E, Patrick-Miller L,
Robitaille C (1997) Illness representations: Theoretical Foundations. In: Petrie
K, Weinman J (ed) Perceptions of health and illness. Harwood Academic
Publishers, Amsterdam, The Netherlands, pp 19–46
Leventhal H, Leventhal E, Cameron L (2001) Representations, procedures, and
affect in illness self-regulation: a perceptual-cognitive model. In: Baum A,
Revenson T, Singer J (ed) Handbook of health psychology. Lawrence Erlbaum
Associates, Inc, London, UK, pp 19–47
Lindseth A, Norberg A (2004) A phenomenological hermeneutical method for
researching lived experience. Scand J Caring Sci 18(2):145–153. doi: 10.1111/
j.1471-6712.2004.00258.x
Mistiaen P, Poot E (2006) Telephone follow-up, initiated by a hospital-based
health professional, for post discharge problems in patients discharged from
hospital to home. Cochrane Database Syst Rev(4):CD004510. doi: 10.1002/
14651858.CD004510.pub3
Mohn AC, Bernardshaw SV, Ristesund SM, Hovde Hansen PE, Rokke O (2009)
Enhanced recovery after colorectal surgery: results from a prospective
observational two-centre study. Scand J Surg 98(3):155–159
Norlyk A, Harder I (2011) Recovering at home: participating in a fast-track colon
cancer surgery programme. Nurs Inq 18(2):165–173. doi: 10.1111/j.1440-
1800.2011.00519.x; 10.1111/j.1440-1800.2011.00519.x
Norlyk A, Martinsen B (2013) The extended arm of health professionals? Relatives’
experiences of patient’s recovery in a fast-track programme. J Adv Nurs 69
(8):1737–1746. doi: 10.1111/jan.12034; 10.1111/jan.12034
Northern Nurses’ Federation (NNF) (2003) Ethical guidelines for nursing research
in the Nordic Countries. Vård i Norden 470(23)
Oken M, Creech R, Tormey D, Horton J, Davis T, McFadden E, Carbone P (1982)
Toxocity and response criteria of the Eastern Cooperative Oncology Group.
Am J Clin Oncol 5(6):649–655
Pedersen B, Koktved DP, Nielsen LL (2012) Living with side effects from cancer
treatment - a challenge to target information. Scand J Caring Sci: .
doi: 10.1111/j.1471-6712.2012.01085.x
Polit D, Beck C (2012) Nursing Research. Generating and Assessing Evidence for
Nursing Practice. Lippincott Williams & Williams, China
Ricoeur P (1973a) From existentialism to the philosofi of language. Philos Today
17(2):88–96
Ricoeur P (1973b) The hermeneutical function of distanciation. Philos Today
17(2):129–141
Savage S (1999) Thelephone monitoring after early discharge for cardiac surgery
patients. Am J Crit Care 8(3):154–158
Stottmeier S, Harling H, Wille-Jorgensen P, Balleby L, Kehlet H (2011) Pathogenesis of
morbidity after fast-track laparoscopic colonic cancer surgery. Colorectal
Dis 13(5):500–505. doi: 10.1111/j.1463-1318.2010.02274.x; 10.1111/j.1463-
1318.2010.02274.x
Taylor C, Burch J (2011) Feedback on an enhanced recovery programme for
colorectal surgery. Br J Nurs 20(5):6–10Wennstrom B, Stomberg MW, Modin M, Skullman S (2010) Patient symptoms
after colonic surgery in the era of enhanced recovery–a long-term follow-up.
J Clin Nurs 19(5–6):666–672. doi: 10.1111/j.1365-2702.2009.03099.x
Wenstrom I, Eriksson LE, Ebbeskog B (2012) Living in a paradox–women’s
experiences of body and life-world after meningioma surgery. J Adv
Nurs 68(3):559–568. doi: 10.1111/j.1365-2648.2011.05757.x; 10.1111/
j.1365-2648.2011.05757.x
Williams B (2008) Supporting self-care of patients following general abdominal
surgery. J Clin Nurs 17(5):584–592. doi: 10.1111/j.1365-2702.2006.01857.x
Wind J, Hofland J, Preckel B, Hollmann MW, Bossuyt PM, Gouma DJ, van Berge
Henegouwen MI, Fuhring JW, Dejong CH, van Dam RM, Cuesta MA,
Noordhuis A, de Jong D, van Zalingen E, Engel AF, Goei TH, de Stoppelaar IE,
van Tets WF, van Wagensveld BA, Swart A, van den Elsen MJ, Gerhards MF,
de Wit LT, Siepel MA, van Geloven AA, Juttmann JW, Clevers W, Bemelman
WA (2006) Perioperative strategy in colonic surgery; LAparoscopy and/or
FAst track multimodal management versus standard care (LAFA trial). BMC
Surg 6:16. doi: 10.1186/1471-2482-6-16
Zutshi M, Delaney CP, Senagore AJ, Mekhail N, Lewis B, Connor JT, Fazio VW
(2005) Randomized controlled trial comparing the controlled rehabilitation
with early ambulation and diet pathway versus the controlled rehabilitation
with early ambulation and diet with preemptive epidural anesthesia/analgesia
after laparotomy and intestinal resection. Am J Surg 189(3):268–272. doi: 10.1016/
j.amjsurg.2004.11.012
doi:10.1186/2193-1801-3-276
Cite this article as: Krogsgaard et al.: Post-discharge symptoms following
fast-track colonic cancer surgery: a phenomenological hermeneutic
study. SpringerPlus 2014 3:276.Submit your manuscript to a 
journal and beneﬁ t from:
7 Convenient online submission
7 Rigorous peer review
7 Immediate publication on acceptance
7 Open access: articles freely available online
7 High visibility within the ﬁ eld
7 Retaining the copyright to your article
    Submit your next manuscript at 7 springeropen.com
